
Revision: HCPA-PLI-86-20 CBERC) AT'TACH#E$A 3.1-B 
SEPTEWBER 1986 Plye  1 

CMB no. 09384193  

State/Territory: TENNESSEE 

W U U T ,  DURATIOBI Am) SCOPE OF SBRVICBS PROVIDD 
WgDICALLY EEgDY CROUP(S) : PREGNANT blDnEN/REA2(3NABIE CLASS l F l CAT IONS 

OF LND IV lDUALS UNDER AGE 21 

h e  following mbulatory services u e  provided. (within 1 imi tat ions). 

lnpatient hospital 
Outpatient hospital 
Rural health clinic 
Other laboratory and x-ray 
EPSDtT 
Family planning services 
Physicians 
Home Health 
Clinic 
Dental Services 
Prescribed drugs 
Prosthetic devices 
Eyeglasses 
lnpatient psychiatric facility 
Extended services for pregnant women 
Transport at i on 
Care and services provided in Christian Science Sanitoria 
Skilled Nursing facility services 
Emergency hospital services 

*Description provided on attachment. 

N no. 86-26 
- Iff ectly. Date 

10-1-86 
Supersedes Approval Date 
N no. 82-12 

., , HCFA ID: 0140P/010U 



Revision: HCFA-PU-91- 4 (BPD) 
AUGUST 199 1 

State/Territory: TENhT S SEE 

MOUNT, DURATION, AND SCOPE OF SERVICES PROVIDED 
MEDICALLY NEEDY GROUP (S) : Aned . B&d . D w h i l d r e n  Under 2 : 

P T  f q) . P T P U ~ ~  Wnmen - 
1. Inpatient hospital services other than those p r o v l d d  in an 

institution for mental dimeases. 

~X/~rovided: i7~o limitations / W ~ i t h  limitations* , - 

2.a.Outpatient hospital services. 

~ T ~ r o v i d e d  :  NO limitations D w i t h  limitations* 

b.Rura1 health clinic services ,and other ambulatory servlces 
furnished by a rural health clinic which are otherwise covered 
under_ the plan. 

/X/Provided: & ~ N O  limitations fi~ith limitations* 

c.Federally qualified health center(FQHC) services and other ambulatory 
services that are covered under the plan and furnished by an FQHC in 
accordance with section 4231 of the State Medicaid Manual (HCFA - Pub. 
4 5 - 4 ) .  

Provided: X No limitation - - With limitation* 
3. Other laboratory and X-ray services. 

- 
/Y Provided: /7 No limitations *with limitations* 

4.a.Nursing facility services (other than services in an institution for 
mental diseases) for individuals 21 years of age or older. 

~ T ~ r o v i d e d :   NO limitations G ~ i t h  limitationsf 

b.Early and periodic screening, diagnostic and treatment services for 
individuals under 21 years of age, and treatment of conditions found.* 

XProvlded 
c.famiG planning services and supplies for individuals of 

childbearing age. 

&?provided : f i ~ o  limitations //with limitations* 

*Description provided on attachment. 

TN NO. 9 2 - 5  
Supersedes Approval Date 

3/11/92 
Effective Date 111 192  

TNNo. 91-9 
HCFA'ID: 7986E 



Revis ion :  HCFA-pH-93-5 (XB) 

HAY 1993 

AMOUNT, DURATION AND SCOPE OF SERVICES PROVIDED .mDIClrUY RZEDY 
GROUP ( 8 ) : A % e d , d  r en 

Under 21 , p a r e n t  (s) / C a r e t a k e r  (s) , Pregnant Women 

5. a. P h y s i c i a n s '  r e r v i c a o ,  whether f u r n i r h e d  i n  t h e  o f f i c e ,  the 
p a t i e n t ' u  home, a h o r p i t a l ,  a n u r r i n g  f a c i l i t y ,  or 
e l rewhere .  

Provided:  - No l h i t a t i o n e  - X With l h i t a t i o n r *  

Uedica l  and s u r g i c a l  r e r v i c e e  f u r n i s h e d  by a d e n t i r t  ( i n  
accordance w i t h  r e c t i o n  1 9 0 5 ( a ) ( S ) ( B )  of t h e  A c t ) .  

Provided : - No 1 i m i t a t i o n s X W i t h  limitations: 

+ D e s c r i p t i o n  p rov ided  on a t t achment .  

Supersedes  Approval Date  UU I 1 
TN N O .  93-2 



Revision: K?A-Ptl-86-20 <B!IRC) 
SISPTmKR 1986 

AlTA- 3.1-B 
3 
lo. 0938-0193 

OtateITerr i  tory:  Tennessee 

W W T ,  WRATIW llliD SCOPE O? SKRVICtS P%OUDKD 
XDICALLY BEEDY CRWP(S): Aged, Bl ind ,  Disab led ,  Children Under 21, 

P a r e n t  (s) / C a r e t a k e r ( s )  , Pre~nant Women 
1 

6 .  h d i c a l  c u e  and m y  o t h e r  type of d i a l  c u u  r8coyir.d under S ta te  
lw, f u r n i s b d  by l i censed  p r a c t i t i o n e r s  wi thin  tbo #cop. of t h e i r  
p r a c t i c a  u 6.f in .d  by S t a t e  lmw. 

a. P o d i a t r i s t s *  Serv ices  - fi provided: // l o  l i m i t a t i o n s  /X7 with  l imi ta t ions*  

b. Optometrists* Serv ices  - fi provided: /7 l o  l i m i t a t i o n s  a/ with l imi ta t ions*  

- - fi Provided: L/ l o  l i m i t a t i o n s  // With l imi ta t ions*  

d. Other P r a c t i t i o n e r s *  Serv ices  - - 
&T Provided: // l o  l i m i t a t i o n s  / With l imi ta t ions*  

7 .  Home Health Services  

a.  I n t e r m i t t e n t  o r  part- t ime nuraing s o m i c e  provided by a  home hea l th  
8gency o r  by a r e g i s t e r e d  nurse when no home h e a l t h  8gancy a x i s t s  i n  
t h e  u u a .  

- 
~7 provided: // no l i m i t a t i o n s  / with l imi ta t ions*  

b. Home boa l th  a i d e  s e r v i c e s  provided by a h e  h e a l t h  y m c y .  - 
LT provided: // MO l i m i t a t i o n s  wi th  limitations* 

c .  I e d i c a l  rupp l ies ,  oquipmmt, and appl iances  muitable f o r  u re  i n  the  
bcnm. 

- fi provided: // JO l i m i t a t i o n s  fi with  l imi ta t ions*  

d .  Physical  therapy,  occupational therapy,  o r  speech pathology and 
audiology norvices provided by a  home h e a l t h  agency or medical 
 habilitation f a c i l i t y .  

Provided: l i m i t a t i o n r  

Wbscr ip t ion  provided on attachment. 

- 
YP l o .  uy l 1  

Supersedes E f f e c t i v e  D.te 7/1/89 
4 
t rP no. 88-5 

HCIA I D :  0140P/010U 



Revision: HCFA-PM-86-20 (BERC) 
SEPTEMBER 1986 

ATTACHMEN'T 3.1 -B 
Page 4 
OMB NO. 0938-0193 

StateITerritory: Tennessee 

AMOUNT, DURATION AND SCOPE OF SERVICES PROVIDED 
MEDICALLY NEEDY GROUP(S): Children Under 2 1. Pregnant Womm. 

8. Private duty nursing services. 
/ 1 Provided 1 / No limitation / / With limitations* 

9. Clinic services. 
/X / Provided / / No limitation / X/ With limitations* 

10. Dental services. 
/ / Provided / / No limitation / 1 With limitations* 

1 1. Physical therap and related services. Y a. Physica therapy. 
/ / Provided / / No limitation / / With limitati80ns* 

b. Occupational therapy. 
/ / Provided / 1 No limitation 1 1 With limitations* 

c. Services for individuals with speech, hearing, and language disorders provided by 
or under su ervision of a speech pathologist or audiologist. 
/ / Provide d' / / No limitation / / With limitations* 

12. Prescribed drugs, dentures, and prosthetic devices; and eyeglasses prescribed by a 
physician skilled in diseases of the eye or by an optometrist. 
a. Prescribed drugs. 

/ X/ Provided / 1 No limitation /X / With limitations* 
b. Dentures. 

/ / Provided 

*Description provided on attachment 

Dl015193 

/ / No limitation / / With limitations* 

IN No. 05-009 Approval Date: 08/09/05 Effective Date 0810 1/05 
Supersedes 
TN No. 88-1 1 HCFA ID: 0 14010 102A 



Revision: HCFA - Region VI 
November 1990 

TENNESSEE 
s t 8 t 0 n 0 t t i t o ~ :  

MDI& 8XtDY c j t W ( s ) :  Aged, Blind, ~isabled-, 
Children Under 21. Parent(s)lCaretaker(s). Pregnant Women 

c .  P r o s t h e t i c  d o v i c r r .  

d .  t y o g l u r r r .  

~7 Provided: ~7 . lo l l r l t 8 t i o n r  ~7 With l i m i t a t i o n s *  

1 3  Other  d i a g n o s t i c ,  r c r aon ing ,  p n v o n t i v o ,  and n h a b i l i t a t i v o  r a r v i c o r ,  
i . e . ,  o t h e r  than  tho ro  provided a1rruh.n i n  thir p l an .  

8. D i a y o r t l c  r e r v i c e r .  - - 
Provided: L/ l o  l l r i ta t ioru L/ Uith  l i m i t a t i o n s *  - 

b. I c n r n i n g  r r r v i c o r .  - - 
~7 Providod: L/ no l h l t a t i a u  L/ U i t b  l L . l t a t i o n r t  

c .  P r a v r n t i v e  r r r v i c e r .  

d .  R r h a b i l i t 8 t i v r  r r r v i c o r .  - LF Providod: L/ l o  l i 8 i t a t l a8  LY U l t h  l i d t a t i o n s *  

1 4 .  8 o ~ i c a 8  f o r  i n d i v i d u a l r  y e  65 o r  o l d e r  i n  i n r t i t u t i o n r  f o r  mental 
d i s r u e r  . 

b. Nurslng f a c i l i t y  r e n i c o r .  - 
LT Provided: L/ ISo l i d t a t i o n s  LF With l i r l t a t i o n a *  

* h r c r i p t i o n  provided on a t t a c b n t .  

- Tn no. 91  2 9  
Superr r d e  Approval Date 

6 / 1 8 / 9 2  l f f ~ t i v r  Data 7/1/91 
91-9 ni Yo. 



k v i r l o n :  ECFA - Regfon V I '  
November 1993 

St.ato/Torritory: TENNESSEE 

m, #IUTIOl AYD 8mP1 O t  8fltYTCU m= 
IObICALLY W Y  -(S) : A p e d .  B l i n d ,  D i s u e d .  

ent  (sl /Caretaker(s) , Pregnant Women 

1 5 .  Services in an intermediate care f a c i l i t y  f o r  the mentally retarded (ocher  t h e  
in an i n r t i t u t i o n  for mental d i s u s e s )  f o r  i n d i v i d u l r  vho are d e t c r m b e i ,  
i n  accordance v i t h  Section 1 9 0 2 ( a ) ( 3 1 ) ( ~ ) ,  t o  be in need of much care.  

1 Inpatiant pryehiatric i a e i l i t y  , e n i t o r  tor  i n b i v i d u l r  undrr 22 y o u r  
of 

1 Ho+pice e u a  ( i n  rctordmce vith rect ion 19OS(o) of tk Act). 



I 

Revision: HCFA-PM-94-2 (m) 
SEPTEMBER 1994 ' * 

ATTACHMENT 3.1-B 
Page 7 

S t a t e /Te r r i t o ry :  Tennessee 

AMOUNT, DURATION, AND SCOPE OF SERVICES PROVIDED 
WDICALLY NEEDY GROUP (S  ) : Aged, Blind , Disabled 

Children Under 21, Parent (s )  /c-.', - Pr-WnrnPn 

19. Caee management s e rv i cee  and Tuberculoeis  r e l a t e d  s s rv i ceo  

a. Caee management oerv icee  ae  def ined  i n ,  and t o  t h e  group spec i f i ed  i n ,  
~upp lemen t  1 t o  ATTACHMENT 3.1-A ( i n  accordance w i t h  s e c t i o n  1905 ( a )  (19)  
o r  s e c t i o n  1915(g)  of t h e  Act ) .  

Provided8 With l i m i t a t i o n s *  - 
- Not provided. 

b. Spec i a l  t ube rcu loe i s  (TB) r e l a t e d  s e rv i cee  under s e c t i o n  1 9 0 2 ( z ) ( 2 ) ( F )  of 
t h e  A c t .  

- Provided: - With l i m i t a t i o n s *  

X Not provided. - 
20. Extended s e r v i c e e  f o r  pregnant women. 

a .  Pregnancy-related and poetparturn eerv icee  f o r  a 60-day per iod  a f t e r  t h e  
pregnancy ends and f o r  any remaining days i n  t h e  month i n  which t h e  60th 
day f a l l s .  

4. && . . 
X Provided: - - Addit ional  coverage 

b. Se rv i ce s  f o r  any o t h e r  medical cond i t i ons  t h a t  may 
complicate  pregnancy. 

+ ++ 
X Provided: - - Addit ional  coverage - Not provided. 

21. C e r t i f i e d  p e d i a t r i c  o r  family nuroe p r a c t i t i o n e r s '  s e rv i ce s .  

X Provided: - - No l i m i t a t i o n s  X With l imi t a t i one*  - 
- Not provided. 

+ Attached i s  a l i s t  of major ca t ego r i ea  of s e rv i cee  (e .g. ,  i n p a t i e n t  
h o s p i t a l ,  physician,  e t c . )  and l i m i t a t i o n s  on them, i f  any, t h a t  are 
a v a i l a b l e  a s  pregnancy-related s e r v i c e s  o r  s e rv i cee  f o r  any o t h e r  medical 
cond i t i on  t h a t  may complicate  pregnancy. 

++ Attached i s  a d e s c r i p t i o n  of i nc reases  i n  covered o e r v i c e s  beyond 
l i m i t a t i o n s  f o r  a l l  groups descr ibed  i n  t h i e  attachment and/or any 
a d d i t i o n a l  s e rv i cee  provided t o  pregnant women only. 

*Descript ion provided on attachment. 

TN No. 33 - 1 
Supersedes Approval Date / 2 2 /  95 E f f e c t i v e  Date - 111 I 9 5  
TN No. 94-3 



Iovir ion:  ECFA -. ~ e g ~ c ~ 1  YI: 
November 1990 

TENNESSEE 

llllOMrZ* DVRATIOU* M D  UXlPx O? 8xRVICIS  PrnVIDm 
MDICILUY l C I Q Y  CROUP(#) : Aged, Blind,  Disabled,  

C h i l d r e n  Un - der  21.  Par&s)/Caretaker(s) ,  Pregnant Women 

22. Rasp in to t l ,  e a n  rervieea (in aceorbmce with r u t i o n  1902 (a ) (9 ) (~ )  
t h m h  (C) of tb Act). 

~5 Provided: ~7 M l i a i t a t i o n s  Ylth limltationa* 

/T Mot provided. -. 

23. Any other  m d i c a l  c a n  and m y  o the r  typa of d i a l  e w a  nco6niz.d 
under S t a t e  law, spec i f i ed  by tba S e c n t u y .  

a .  Trmrpor ta t ion .  - - - 
/ X I  Provided: // l o  l ~ t a t i o n r  IgI With l i a i t a t ions*  - 

b. Semica r  of Chr is t ian  Science nutr.8. - - 
I I Provided: N M l W t a t i o n .  ~7 U i t h l k l t a t i o r u *  - 

c .  Care a d  se rv ices  pmvidod i n  Chrirtim l e i rnee  rani torfa .  - - - 
/X/ Provi6.d: // l o  l h i t s t i o n r  $1 Yith l M t a t i o n s *  - 

6 .  Nursing f a c i l i t y  aervicer  provided f o r  pat ient#  under 21  years 
o f  88.. 
- - 

/ X I  Provided: L/ l o  1Lr l t a t i o ru  W i t h  l i r l t a t i o n s *  - 
r .  Ibawqeney h o r p l t a l  r e rv ice r .  - - 

/XI Pmvidod: L I  lo liaitati- Uith l i d t a t i o n 8 *  - - 

f. Personal cars  aerv ice r  i n  n e i p i e a t ' a  how, p n r e r i k b  i n  aceordurca 
u i a  a plan of tnrtas+nt and f u m i r h d  by r q u l l f i . 6  p e n o n  under 
supervision of a ng1s tec .d  MUW. 

rY lo. -91-9 
Suprrreder Approval Datr 4 / 4 / 9 1  Iffutive Data 1-1-91 



Revision: HCFA-PM32-7 (m) 
.0ctob-er 1992 

ATTACHMENT 3.1-8 
Page 9 

MOUNT, DURATION, AND SCOPE OF SERVICES PROVIDED 
MEDICALLY NEEDY GROUP(S): Aged, B l i n d ,  D i s a b l e d ,  C h i l d r e n  . Under 2 1 ,  P a r e n t ( s ) /  C a r e t a k e r ( s ) ,  P r e g n a n t  women. 

2 4 .  Home and Community Care for Functionally Disabled Elderly Individuals, ae 
a defined, described and limited in Supplement 2 to Attachment 3.1-A, and 

Appendices A-G to Supplement 2 to Attachment 3.1-A. 

- Provided X Not Provided - 

TNNo. 91-7 - 
Supersedes Approval Date 4/20/93 Effective Date 1/1/93 
TN No. NEW 



A7TAC:KMENT 3.1 -B 
Page 10 

State: Tennessee 

Amount, Duration and Scope of Medical and Remedial Care Services Provided To the Medically 
Needy 

25. Program of All-Inclusive Care for the Elderly (PACE) services, as described in Supplement 3 to 
Attachment 3.1 -A. 

X Election of PACE: By virtue of this submittal, the State elects PACE as an optional State Plan 
service. 

No election of PACE: By virtue of this submittal, the State elects to not add PACE as an optional 
State Plan service. 

TN No. 2002-1 
Supercedes 
TNNo. NEW 

Approval Date JUL 1 9 2002 Effective Date 7/1/2002 



Attachment 3 . 1  .B .1 

STATE PLAN UNDER TITLE X I X  OF THE SOCIAL SECURITY ACT 

STATE TENNESSEE 

LIMITATION ON AMOUNT, DURATION AND SCOPE OF MEDICAL 
CARE AND SERVICES PROVIDED 

1. I n p a t i e n t  h o s p i t a l  s e r v i c e s  o t h e r  t h a n  t h o s e  provided i n  a n  i n s t i t u t i o n  
f o r  menta l  d i s e a s e s .  

Except f o r  t h e  o rgan  t r a n s p l a n t s  l i s t e d  below, i n p a t i e n t  h o s p i t a l  days 
s h a l l  be covered a s  m e d i c a l l y  n e c e s s a r y .  The fo l lowing  organ t r a n s p l a n t s  
a r e  l i m i t e d  t o  t h e  number of  i n p a t i e n t  h o s p i t a l  days  l i s t e d  below. 

T o t a l  Allowable Days 
T r a n s p l a n t  P rocedure  P e r  T r a n s p l a n t  

a .  H e a r t  t r a n s p l a n t s  
b .  L i v e r  t r a n s p l a n t s  
c .  Bone Marrow t r a n s p l a n t s  

43 days 
67 days 
40 days 

Excep t ions  t o  t h e  above l i s t  of t r a n s p l a n t s  may be made f o r  o t h e r  non- 
exper imenta l  t r a n s p l a n t s  i f  i t  i s  found t o  be  m e d i c a l l y  necessa ry  ar?d 
c o s t  e f f e c t i v e  a s  determined by Medicaid.  The a l l o w a b l e  i n p a t i e n t  days 
w i l l  be t h e  average  l e n g t h  of  s t a y  f o r  t h a t  t r a n s p l a n t .  

Any h o s p i t a l  days  p a i d  by i n s u r a n c e  o r  o t h e r  t h i r d  p a r t y  b e n e f i t s  w i l l  be  
cons ide red  t o  b e  days  p a i d  by t h e  Medicaid  program. F r i d a y  and Saturday 
a d ~ i s s i o n s  w i l l  b e  l i m i t e d  t o  emergencies  o r  s u r g e r y  t h e  same o r  nex t  
day. 

TN N O .  92-10 
Supersedes  4-7-92 
Th' No. 89-29 Approval Date  E f f e c t i v e  Date  1-1-92 



Attachment 3.1.B.1 

. 
STATE PLAN UNDER TITLE X I X  OF THE SOCIAL SECURITY ACT 

STATE TENNESSEE 

LIMITATION ON MOUNT, DURATION AND SCOPE OF HEDICAL ' 
CARE AND SERVICES PROVIDED 

2 .  a .  O u t p a t i e n t  h o s p i t a l  s e r v i c e s .  

Limited t o  30 v i s i t s  p e r  f i s c a l  y e a r .  

3 .  Other  L a b o r a t o r y  and X-ray S e r v i c e s .  

Limited t o  s e r v i c e s  p rov ided  on 30 o c c a s i o n s  p e r  f i s c a l  y e a r .  An 
o c c a s i o n  i s  i n t e r p r e t e d  t o  mean l a b o r a t o r y  a n d l o r  X-ray s e r v i c e s  
performed d u r i n g  a  r e c i p i e n t  v i s i t ,  e . g . ,  t o  a r a d i o l o g i s t ;  o r  t o  
p r o c e d u r e s ,  e . g . ,  l a b o r a t o r y  t e s t s  performed f o r  a  r e c i p i e n t  on a 
g iven  day by a n  independent  l a b o r a t o r y .  

ms [so. CL -& 6 MTE/RSCZIPT 

7.7 NO. 

AT 86-26 
E f f e c t i v e  10-1-86 



STATE PIAN UNDER TIT- X I X  OF THE SOCIAL GECURITY ACT 
STATE TgNNESSBE 

LIMITATION ON MOUNT, DURATION AND SCOPE OF 
XEDICAL CARE AND SERVICES PROVIDED 

4.a. Nursing f a c i l i t y  aervicee (o ther  than metvicee in an i n e t i t u t i o n  f o r  
mental diaeaeee)  f o r  individuals  2 1  yearn of age o r  older .  

Nursing f a c i l i t y  oervices t o  include Level I and Level 11 (other  than 
se rv ices  i n  an i n s t i t u t i o n  f o r  mental dieeaeee)  w i l l  be covered. 
Medicaid w i l l  apply medical c r i t e r i a  f o r  admiasion and continued atay 
a t  t h e  l e v e l  of c a r e  designated and approved by t h e  Tennessee Medicaid 
program. 

The r e c i p i e n t  on Level I Care muet r equ i re  on a d a i l y  bas ie ,  24 hours a 
day, l iceneed nursing eervicee which ae a p r a c t i c a l  matter  can only be 
provided on an inpa t i en t  bas i s .  

The r e c i p i e n t  on Level I1 Care muet require on a d a i l y  basie,  24 houre 
a day, skilled/complex nursing o r  akilled/complex r e h a b i l i t a t i v e  
s e r v i c e s  which ae a p r a c t i c a l  matter can only be provided on an 
i n p a t i e n t  bas i s .  

l ' l U  NO. 91-9 
lupereedes 
TN No. 87-28 Approval Date 4 / 4 / 9 1  Effectivm Date 1/1/91 



4.b. E a r l y  sad periodic acreenin4 md diaqaomis of  iadfvfdPals u u h ~  21 W 
of age, md treatmmt of  coaditioar found. 

(a) 13PSDT sarem~ingrn are propidd a t  FPtarvrls w U h  mwt 
rorwnrblm m t a n d ~ , r &  of mrdLca1 p r a c t h ,  ar apptoood by the 
Tenamrsw Chapter of tha ~r~ Aadmy of  Padi&~lCa. 

(b) Screening -50.8 m a t  LLICluda tho.. oampon+atm u ort out in 
m i a n  190S(r)(l)(b). InterpuWia .croeaFags will br 
covuod whoa a d i c a l l y  arceorrry to dotmmbo tho mimtenca of 
cartah pbyaical or mental Ulru8um or eanditLona. 

( C )  Am;uopriato laboratory testa and immunixat- ur coard a8 
de8cri&d kr t& Turrumsaa Wicrid ElW'DT Hanu81 ( labor~toty 
testa, rrction 304.2 md immunit~tiada, .rctFoa 305). 

(a) Tho forloving i 8  the T e a a r r m  Hdicaid apptovd ochedule for 
v i a i o n  mcraening exadnatitma.r 

0 through 2 yearr 
3 through 11 years  
12 through 20 year8 

TN No. ~ j p ~ / x ~ r 1 ? ~ 6 / 2 6 / 9 1  
-----A 
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STATE PLAN UNDER TITLE X I X  OF THE SOCIAL SECURITY ACT 
STATE TENNESSEE 

LIMITATION ON AMOUNT, DURATION AND SCOPE OF MLDICAL 
CAR8 AND SERVICES PROVIDED 

4.b. continued 

(b )  The following v i s ion  s e m i c e a  ara covered f o r  e l i g i b l e  Medicaid 
recipient .  under 2 1  years  of agm, and l i m i t a t i o n  of those 
se rp icea  includes r 

1. one eye examination and re f rac t ion  per  r ec ip ien t ,  per 
f i s c a l  year i a  covered. Additional rcreening examinationo 
are covered baeed on medical neceoeity. 

2. one permanent p a i r  of eyeglammeo per rec ip ien t ,  per  f i s c a l  
year  i s  covered. 

3. one dispensing f e e  per  r ec ip ien t ,  per fimcal year  is  
covered f o r  Ophthalmologiets, Optometrimtr and Opticianr. 

4. o p t i c a l  l a b s  can only be rmimburaed f o r  t h e  lenses  and 
frames; a dispensing f e e  i e  not allowed. 

5. one replacement l ens  and frames f o r  eyeglasses i f  t h e  
o r i g i n a l  p a i r  are l o s t ,  broken o r  damaged beyond repa i r ,  
o r  a r m  no longer ueablo duo t o  a changm i n  t h e  r e c i p i e n t ' s  
v i s ion  s o  t h a t  a new presc r ip t ion  i a  required. 

6. one replacement diapenaing f f o r  Ophthalmologiets, 
Optometrists and Opticians. 

7. diagnoeie and t reatment of amblyopia f a  covered only f o r  
recipient .  8 years  of age and under. 

8. o r t h o p t i c  t r a i n i n g ,  eye sxercire is  not covered by 
Medicaid. - 

(c) Those vimion servicee  requ i r ing  p r i o r  approval are l i s t e d  i n  
t h e  Tenneosee EPSDT Vieion Manual, aec t ion  304. 

( 3 )  Speech and/or hearing aervicee a r e  covered f o r  e l i g i b l e  Medicaid 
rec ip ient .  only through speech and heat ing cen te r s  approved by the  
Tenneesee Department of Health and Environment. 

( a )  The following i s  t h e  Teneesee Medicaid approved schedule f o r  
speech and/or hearing examinatione: 

2'. NO. - A DA TE/RECEI?T 6 / 2 6 / 9 1  ----- 
' SUPERSEDES DATr/XF?2G:773 9  - 2  3 - 9  1  
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STATE PLAN UNDER TITLE XIX OF TH8 SOCIAL SECURITY ACT 
STATE TENNESSEE . .  

LIMITATION ON AMOUNT, DURATION AND SCOPE OF PLgDICAL 
CARE AM) SERVICES PROVIDED 

%s Number of V i s i t s  

0 through 2 years  
3 through 11 years  
12 through 20 years  

Speech and/or hearing examinations are provided on t h e  b a s h  of two 
examination8 per  r e c i p i e n t  per  # t a t 8  f i s c a l  y e u ,  ucept f o r  ages 0 
through 1 year of age f o r  which only hearing examinations are 
covered. 

( 4 )  Dental s8rvicemr 

( a )  The following is t h e  Tennessee Medicaid apprw8d mchedule f o r  
d e n t a l  screening axaminationmr 

!9.2 N u m b e r  of Via i t8  

0 through 2 years  
3 through 11 years  
12 through 20 yeare 

Dental screening examinations are provided onc8 every 6 months 
pe r  r e c i p i e n t  per  s t a t e  f i s c a l  year.  

(b )  Requests f o r  den ta l  se rv ices  requi r ing  p r i o r  approval s h a l l  
includa a complete plan of t reatment including a l l  procedures 
t o  be performed regardless  of whether a spec i f i ed  procedure 
r e q u i r e s  p r i o r  approval, char t ing  of a l l  procedures t o  be done, 
and full-mouth s e t  of X-rays; however, when an emergency 
e i t u a t i o n  e x i s t e  and t h e  r e c i p i e n t  has had f u l l  mouth X-rays o r  
a panorex wi th in  t h e  previous t h r e e  f i s c a l  yearm, bitewings and 
a p e r i a p i c a l  X-ray s h a l l  c o n e t i t u t e  s u f f i c i e n t  X-rays. 

m HO. ea,u DATE/RECEIPT 6 / 2 6 / 9 1  
-- - 
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Attachment 3.1.B.1 

STATE PLAN UNDER TIT= X I X  OF THE SOCIAL SECURITY ACT 
STATE TENNESSEE 

LIMITATION OW AMOUNT, DURATION AND SCOPE OF MXDICAL 
CARE AND SERVICES PROVIDED 

4. b. continued 

(c)  The following list of servicee,  t o  t h e  u t e n t  thay are covered 
by Medicaid, s h a l l  requi re  p r i o r  approval frcnn t h e  Nedicaid 
medical d k e c t o r ,  o r  a designated repremeatative, fa order fo r  
t h e  oervicrm t o  be reimburmed by Xodicaidr 

1. Preventive periodontics,  rou t ine  periodontal  scal ing,  root  
planing, subgingival cure t tage  per quadrant. 

2. Pulpotomy on permanent t e e t h  is l imi ted  t o  apexi f ica t ion  
only. 

3. R o o t  canale s h a l l  be l imi ted  t o  one per tooth ,  per 
r e c i p i e n t ,  per l i f e t ime .  

4. Porcela in  t o  metal .crowns, permanent a n t e r i o r  t e e t h  only; 
when a too th  cannot be res to red  s a t i s f a c t o r i l y  with a 
f i l l i n g  mater ia l ;  and, t h e r e  must be evidence of tooth  
maturi ty.  

5. Space maintainere; approval f o r  which s h a l l  be l imi ted  t o  
f ixed  u n i l a t e r a l  band type,  f ixed l ingua l  o r  p a l a t a l  arch 
band type  ( t o  be approved only when too th  adjacent does 
not  r e q u i r e  a e t a i n l e s s  o t e e l  crown), and f k e d  band type 
with crown included. 

6. Oral  surgery, approval f o r  which s h a l l  be lhn i t ed  t o  
r o u t i n e  ex t rac t ions  of permanent t e e t h  requir ing 
p r o s t h e t i c  replacement, su rg ica l  extraction. of prFmaty o r  
permanent t e e t h  with complicating fac to re ,  treatment of 
s o f t  t i s s u e  impaction, p a r t i a l  impaction o r  complete bony 
impaction root  recovery (removal of r e s idua l  r o o t ) ,  and 
per iodonta l  surgery where t h e r e  ate r e l a t e d  medical 
f a c t o r s .  

7. Complete dentures and p a r t i a l  denturea with a c r y l i c  bases, 
without claepe o r  with wrought w i r e  c laepe o r  with c a s t  
c l a s p s  and l ingua l  o r  p a l a t a l  s trengthening bar, and 
u n i l a t e r a l  o r  one tooth  p a r t i a l  p l a t e  with c a s t  c l a sps  and 
an a c r y l i c  base. 

Tfl NO. 90- 7 A c;, TZ/KFCB.T?T 6 / 2 6 / 9 1 AT 90-7D 
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Attachment 3.1.B.1 

STATE PLAN UNDER TIT= XIS OF TEiX SOCIAL SECURITY ACT 
STATE TENNESSEE 

LIMITATION ON AMOUNT, DURATION AND SCOPE OF MEDICAL 
CARE AND SERVICES PROVIDED 

4.b. continued 

9. Orthodontics, p r i o r  approval rmqueoto f o r  which aha l l  
include,  in addi t ion  t o  t h e  rmquFrarwnts li8t.d above f o r  
a l l  p r i o r  approval request., d iagnost ic  modelo, an 
eetFmate of t h e  t o t a l  length of planned treatment not t o  
exceed 24 months f o r  orthodontic treatment and 8 schedule 
f o r  monthly adju~tmento .  

10. Hospi ta l iza t ion  f o r  den ta l  merviceo. 

11. Proe the t i c  appliancem which oha l l  be l imi ted  t o  
reconst ruct ion  i n  conjunction with previou8ly completed 
o b l a t i v e  surgery pr imar i ly  done i n  case. of cancer therapy 
and/or conjoin t  e f for t .  a t  maxi l lofac ia l  surgica l  
reconstruct ion.  Service. mumt k rendered by a board 
c e r t i f i e d  proathodontist .  

12. Intravenoue sedat ion  f o r  den ta l  memice8 given on an 
ambulatory baeio f o r  recipient .  with extenuating physical  
o r  mental hea l th  probl-. Approval w i l l  ba granted only 
when sedat ion  is administered by a d e n t i s t  who is: 

a. Board e l i g i b l e  o r  board c e r t i f i e d  i n  o r a l  and 
m i x i l l o f a c i a l  aurgery; o r  

b. Authorized by t h e  Tenneooee Board of Dent is t ry  t o  use 
genera l  anes thes ia  o r  intravenou. medation pursuant 
t o  T.C.A. 63-5-108(d) e t  eeq. of t h e  Board of 
Dent is t ry .  

( d )  Routine aervicee  not requi r ing  p r i o r  approval are:  

1. Routine examinations; bitewing x-rays, o r a l  prophylaxis, 
and app l i ca t ion  of f luor ide  once every sbc monthe, per 
r e c i p i e n t ;  

2. Panographic o r  full-mouth x-ray0 , l imi ted  t o  one s e t  Per  
t h r e e  ( 3 )  f i s c a l  years, per r ec ip ien t ;  

TN No. O -  A D ~ . ~ ; / ~ ~ ~ P I F T  6 / 2 6 / 9 1  AT 90-7r9 
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STATE PLAH UNDER TITI3 XIX OF TBE SOCLAL SECURITX ACT 
STATE TENNESSEE 

LIHITATION ON AHOUNT, DURATION AND SCOPE OF KKDICU. 
CARE AND SERVICES PROVIDED 

4. b . cont  h u e d  

3. Amalgam reo to ra t iona  which a h a l l  bm 1imit.d t o  two 
r e s t o r a t i o n a  per  t o o t h  ourface,  p e r  f i s c a l  year; 

4. P ins  for  t h e  r e t e n t i o n  of mult i -surface p l awt i c  o r  amalgam 
r e e t o r a t i o n e ;  

5. S i l i c a t e ,  a c r y l i c ,  p lamt ic  o r  canpooi te  r r a i n  or  acid-etch 
which s h a l l  be limited t o  two r e s t o r a t i o n a  p e r  t o o t h  
su r f ace ,  per f i a c a l  year ,  per r e c i p i e n t ;  

6. S t a i n l e e s  steel s i n g l e  crowns; 

7. Pulp cap  d i r e c t  l imi t ed  t o  one p e r  tooth, pe r  r e c i p i e n t ;  
and 

8. Primary-pulpotomy which .hall  be l h i t e d  t o  one pe r  t o o t h ,  
per r e c i p i e n t ,  per l i f e t i m e .  

Ocl=3a LIAT.E/RZCEIPT m No. 
6 / 2 6 / 9 1  
- - 1  
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STATE PLAN UNDER TITLE X I X  OF THE SOCIAL SECURITY ACT 

STATE TENNESSEE 

LIMITATION ON AMOUNT, DURATION AND SCOPE OF XEDICAL 
CARg AND SERVICES PROVIDED 

5. Physician 's  se rv ices  furniehed by a  physici-, whether furnished i n  t h e  
o f f i c e ,  t h e  p a t i e n t ' s  hune, a  hosp i t a l ,  a  mWllad nurming f a c i l i t y ,  o r  
elsewhere; and medical and murgical mervices furnished by a d e n t i s t  i n  
accordance with Sect ion  1905(a) ( 5 )  of t h e  A c t  a s  amended by Section 
4103(a) of P.L. 100-203 (OBRA ' 87 ) .  

a .  LFmit o f f i c e  v i s i t s  t o  24 per s t a t e  f i s c a l  year.  V i s i t s  made f o r  
podia t ry  and optometry services w i l l  count toward t h i s  l i m i t .  

b. Inpa t i en t  h o s p i t a l  v i s i t s  w i l l  be l imi ted  t o  twenty (20) per  mtate 
f i s c a l  year  except  when c e r t a i n  t r anep lan t  procedures occur. 
Addit ional  i n p a t i e n t  h o s p i t a l  v i s i t e  w i l l  be a v a i l a b l e  a s  indica ted  
below f o r  t h e  following t r anep lan t  procedures: 

L i v e r t r a n s p l a n t  - 4 7 v i s i t s  
H e a r t t r a n s p l a n t  - 2 3 v i s i t s  
Bone marrow t r a n s p l a n t  - 20 v i s i t s  

c .  P r i o r  approve1 by the Medicaid Hedizel Director  i s  required f o r  
those  procedures e s t ab l i shed  by t h e  Single  S t a t e  Agency. 

d. Inpa t i en t  peych ia t r i c  physician v i s i t s  f o r  individual  under 21 years  
of age i s  l imi ted  t o  t h e  allowable i n p a t i e n t  psych ia t r i c  under 21 
h o s p i t a l  days per  e t a t e  f i s c a l  year. 

e. Except f o r  an emergency t h e  de l ive ry  of a  newborn i n f a n t  w i l l  be 
covered only when provided i n  a h o s p i t a l  or in an Ambulatory 
Surgica l  Center clrmmified t o  provide materni ty mervicem. 

TN NO. 91-8 - 
Supersedes 
TN NO. 90-9 - 
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Attachment 3.1.B.1 

STATE PLIN UNDER TIT= XIX OF THE SOCIAL SECfJRI!R ACT 

STATE TENNESSEE 

LIMITATION ON AMOUNT, DURATION AND SCOPE OF MEDICAL 
CARE AND SERVICES PROVIDED 

6. Medical care and any other type of remedial care recognized under State 
law, furniehed by licensed practitioner6 within the mcope of their 
practice as defined by State law. 

6a. Podiatrists' Services 

Limited to: 

1. Routine foot care such as cutting or removing corne, calluees or 
nails when the patient hae a syetemic diseaee of mufficient severity 
that unekilled performance of such procedure would be hazardoue. 
The patient's condition must have been the reeult of oevere 
circulatory embarrassment or because of areas of desensitization in 
the legs or feet. 

2. Routine servicee if they are performed as a neceeeary and integral 
part of othewiee covered services, such ae the diagnoeis and 
treatment of diabetic ulcere, wounds, and infeetione. 

3. Debtidement of mycotic toenails to the extent such debridernent is 
performed no more frequently than once every 60 days, unleee the 
medical necessity for more frequent treatment is documented by the 
billing podiatrist. 

4. Office vieitm will be limited to two (2) per recipient per fiscal 
year. These vimite will count towaxd tho twenty-four (24) physician 
vieit limit as set out in Attachment 3.1.A.1, Item 5 of the 
Tenneeeee State Plan. 

5. . All other lbitatione that apply to physician servicee am set out in 
Attachment 3.1.B.1 of the Tenneeeee State Plan. 

TN NO. 91-8 
Supersedes 
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STATE PLAN UNDER TITLE XIX OF TEE SOCIAL SECURITY ACT 

STATE TENNESSEE 

LIMITATION ON AMOUNT, DURATION AND SCOPE OF XEDICAL 
CARg AND SERVICES PROVIDED 

6. Medical c a r e  and any o t h e r  t y p e  of remedial c a r e  recognized under S t a t e  
law, furn ished  by l i c eneed  p r a c t i t i o n e r s  w i t h i n  t h e  scope of t h e i r  
p r a c t i c e  a s  def ined  by S t a t e  law. 

6b. Optometr i s t s '  s e r v i c e s  

Limited t o :  

1. The performance of e x t e r n a l  and i n t e r n a l  examination of t h e  human 
eye o r  e y e l i d  and any d i agnos i s ,  t r ea tmen t  ( o t h e r  t han  by surgery)  
of p a t i e n t s  wi th  i n f e c t i o n s ,  in f lamnat ions ,  and ab ras ions  of t h e  eye 
o r  e y e l i d  with t o p i c a l l y  app l i ed  drops,  ointments  o r  creams, o r  any 
r e f e r r a l  of p a t i e n t s  f o r  c o n s u l t a t i o n  o r  t rea tmant .  Optometrist6 
a l s o  have t h e  a u t h o r i t y  t o  administer benadryl ,  epinephine o r  
equ iva l en t  medication t o  coun te rac t  anaphylaxis  o r  anaphylact ic  
r e a c t i o n .  An op tome t r i s t  may use  o r  p r e s c r i b e  t o p i c a l  s t e r o i d s  f o r  
no t  more than  seven ( 7 )  ca l enda r  days from t h e  onse t  of t reatment .  

2.  The same s t anda rds  of  care as t h o s e  of primary care phys ic ians  
provid ing  similar s e r v i c e s .  

3. Removal of s u p e r f i c i a l  f o r e i g n  bodies  from t h e  conjunct iva  of t h e  
eye  and eye l id .  

4.  Optometry n e m i c e s  f o r  r e c i p i e n t s  over  age  21  do not  inc lude  
s e r v i c e s  f o r  t h e  purposes of p reec r ib ing  o r  provid ing  eyeglaesee, o r  
c o n t a c t  l enses .  O f f i c e  v i s i t s  w i l l  be l i m i t e d  t o  f o u r  ( 4 )  per  
r e c i p i e n t  per f i s c a l  y e a r  and w i l l  count  toward t h e  twenty-four ( 2 4 )  
phys i c i an  v i s i t  l i m i t  a s  set o u t  i n  Attachment 3.1.A.1, Item 5 of 
t h e  Tenneesee S t a t e  Plan. 

5 .  A l l  o t h e r  l h i t a t i o n o  t h a t  apply  t o  phyoician oe rv i ces  as s e t  ou t  i n  
Attachment 3.1.B.1 of t h e  Tennessee S t a t e  Plan. 

TN NO. 91-8 - 
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Attachment 3.1.B.1 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

STATE TENNESSEE F 

LIMITATION ON AMOUNT, DURATION AND SCOPE OF MEDICAL 
CARE AND SERVICES PROVIDED 

- 

6. Medical care and any other t.ype of remedial care recognized under State 
law, furnished by licensed practitioners within the scope of their 
practice as defined by State law. 

6dl. Other practitioners' service!i 

1. Physician Assistant 

a. Services of a physician assistant (other than as an assistant- 
at-surgery) when rendered at an SNF, ICF, or hospital. 

b. Services of a physician assistant as an assistant-at-surgery. 

c. All services provided by a physician assistant must be ordered 
and billed by a physician. 

2. Certified Registered Nurse Anesthetist 

Services by a Certified Registered Nurse Anesthetist are covered 
when she/he has completed an advanced course in anesthesia, and 
holds a current certification from the American Association of Nurse 
Anesthetists as a nurse anesthetist. 

AT-89-17 
Effective 7/1/89 



Attachment 3.1.B.l 

STATE PLAN UNDER TI= X I X  OF THE SOCIAL SECURITY ACT 

STATE TgNNESSEE 

LIMITATION ON AHODNT, DURATION AND SCOPE OF MEDICAL 
CARE AND SERVICES PROVIDED 

Home Health Services 

Provided t o  person8 who are homebound and l imi ted  t o  a t o t a l  of mhty 
(60) aervicee per  year provided i n  accordance with 7a., b. and d. 

c. Durable medical equipment and euppliee w i l l  be covered when provided 
through e i t h e r  of these  approved Medicaid providere; home health 
agency o r  DMZ suppl ier ,  and i n  accordance with guidel ines of t h e  
Agency. 

1. The l i s t  of covered DHE and suppl ies  w i l l  be eetabliehed by t h e  
Single S t a t e  Agency. 

2.  Thoee items requir ing  p r i o r  approval by t h e  Medicaid Director 
( o r  designee) e h a l l  a l s o  be es tabl i shed by t h e  Single S t a t e  
Agency. 

3. Durable medical equipnent and suppl ies  w i l l  not be counted 
agains t  t h e  s i x t y  (60) home hea l th  eervicee per  year. 

d. Speech evaluat ion muat be provided by a c e r t i f i e d  speech 
pathologis t .  

TN NO. 91-33 
Supersedes 

Approval Date 
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Attachment 3.1 .B. I 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

STATE: :TENNESSEE 

LIMITATION ON AMOUNT, DURATION AND SCOPE OF MEDICAL 
CARE AND SERVICES PROVIDED 

Clinic Services 9. - 

The following types of clinic services are covered with limitations described for each. 

a. Community Mental Health Centers - Services limited to those authorized to be 
provided. 

b. Community Clinics 

(1) Community Health Clinics, Community Health Agencies, Community 
Services Clinics. 

Services limited to those authorized to be provided by each of the above 
type clinics. 

(2) Ambulatory Surgical Centers - Services limited to those procedures 
designated by the state agency that can be performed outside the inpatient 
facility setting. 

( 3 )  Community Mental Retardation Clinics - Services provided by qualified 
commullity Mental Retardation Clinics shall be limited to medically 
necessary preventive, diagnostic, therapeutic, rehabilitative, or palliative 
services. 

(4) Methadone clinic services are not covered. 

- 
'IN'No. 05-009 Approval Date: 08/09/05 Effective Date: 0810 1105 
Supersedes 
'IN NO. 92-36 



Attachment 3.1 .B. 1 
Page 25 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

STATE TENNESSEE 

LIMITATION ON AMOUNT DURATION AND SCOPE OF MEDICAL 
CARE AND SERVICES PROVIDED 

Prescribed drugs, dentures, and prosthetic devices; and eyeglasses prescribed by a physician 
slulled in diseases of the eye or by an optometrist. 

12.a. Prescribed drugs 

(1) Prescription outpatient drugs of any manufacturer which has entered into and 
complies with an agreement under Section 1927(a) of the Social Security Act 
will be a covered benefit for all TennCare members when prescribed by an 
authorized licensed prescriber, unless coverage is excluded or otherwise 
restricted by TennCare in accordance with the following: 

(a) TennCare will not cover any drugs that are permitted to be excluded or 
restricted under the Social Security Act, Section 1927(d)(2). Effective 
January 1, 2006, the Medicaid agency will not cover any Medicare Part 
D drug for full-benefit dual eligible individuals who are entitled to 
receive Medicare benefits under Part A or Part B. 

(b) Coverage of prescription drugs for Medically Needy beneficiaries will be 
limited to five (5) prescriptions per month, pursuant to which at least 
three (3) out of any five (5) prescriptions or refills in the same month 
must be generic and no more than two (2) prescriptions or refills in the 
same month may be for brand name (branded) products. Any branded 
prescriptions are subject to a requirement of prior authorization by the 
TennCare Bureau as a condition of coverage, and the State shall 
designate the covered out-patient drugs to which a prior authorization 
requirement applies. The monthly coverage limitation shall not apply to 
(1) medications included on a list to be maintained by the State in 
accordance with the State's Uniform Administrative Procedures Act and 
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(2) medications from the special exception list maintained by the State in 
accordance with the State Uniform Administrative Procedures Act for 
enrollees who have already met an applicable benefit limit if, and only if, 
the prescriber seeks and obtains a special exemption from the otherwise 
applicable benefit limit. T h s  list of medications subject to exemptions 
shall also be maintained by the State in accordance with the State's 
Uniform Administrative Procedures Act. Pharmacies, providers and 
beneficiaries shall be made aware of these lists through appropriate notice. 
Individuals under the age of 21 who are receiving benefits under the 
EPSDT Program, as well as individuals 21 years of age or older who 
receive services in nursing facilities (NFs) or in intermediate care facilities 
for the mentally retarded (ICFIMRs), will not be subject to this benefit 
limit. 

(2) No payment will be made for an innovator multiple source drug (brand name drug) if, 
under applicable State law, a less expensive multiple source drug could have been 
dispensed, but only to the extent that such amount exceeds the upper payment limit for 
such multiple source drug. In the event a prescriber indicates on the face of the 
prescription ("dispense as written") that helshe is requiring a specific brand name drug be 
dispensed for a specific TennCare member or if a TennCare member appeals coverage of 
a generic drug and the appeals process 
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results in approval of a specific brand name drug, then the reimbursement 
methodology for that prescription will the same as that for innovator single 
source drugs covered under the TennCare phannacy program. 

(3) A prior approval system for drugs requiring prior authorization will colnply with 
Section 1927 of the Act and be administered by the pharmacy benefits manager 
(PBM) or phannacq benefits ad~uinistrator (PBA) under contract to TennCare to 
provide those services. The prior authorization process provides for a turn- 
around response by either telephone or- other telecommunications device within 
twenty-four haul-s of receipt of a prior authorization request. In emergency 
situations, providers luay dispense at least a seventy-two hour supply of 
medication. 

(3) Participating pharmaceutical manufacturers will be furnished drug rebate 
utilization data and allowed to audit this data as set forth and according to the 
Centers for Medicare and Medicaid Services (CMS) guidelines pursuant to the 
Act. 

( 5 )  As provided by the Act, a new drug manufactured by a company which has 
entered into a rebate agreement may be covered subject to prior approval, unless 
the drug is subject to the allowable exclusion categories provided by the Act. 

(6) As specified i n  section 1927(b)(3)(D) of the Act, notwithstanding ally other 
provision of law, information disclosed by manufacturers shall not be disclosed 
by the State in a form which discloses tlie identity of a specific manufacturer or 
prices charged for drugs by such manufacturers, except as the Secretary 
determines to be necessary andlor to pennit the Comptroller General to review 
the infom~ation provided. 

(7) Separate agree~nents between the State and the ma~iufacturers require CMS 
authorization. The State has CMS authorizatio~l for the collection of 
supple~nental rebates that are negotiated with pharlnaceutical manufacturers 
pursuant to the TennCare preferred drug list (PDL) as required by the Act. 
Ten~lCare will report supplemental rebates from separate agreements to CMS. 

(8) The state is in compliance with Section 1927 of the Social Security Act. 

- -- 
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Pursuant to 42 U.S.C. Section 1396r-8 the state is establishing a preferred drug 
list with prior authorization for drugs not included on the preferred drug list. 
Prior authorization will be provided with a 24-hour turn-around from receipt of 
request and a 72-hour supply of drugs in emergency situations. 

Prior authorization will be established for certain drug classes, particular drugs or 
medically accepted indication for uses and doses. 

The state will appoint a Pharmaceutical and Therapeutic Committee or utilize the 
drug utilization review committee in accordance with Federal law. 

(1  1) When a provider with prescribing authority prescribes a covered medication for a 
TennCare member, and the prescription is presented at a pharmacy that 
participates in the TennCare program, the member is entitled to either: 

(a) The drug as prescribed, if the drug is covered by TennCare and does not 
require prior authorization; or 

(b) The drug as prescribed, if the prescribing provider has obtained prior 
authorization or established the medical necessity for the medication; or 

(c) An alternative medication, if the pharmacist consults the prescribing 
provider when the member presents the prescription to be filled, and the 
provider prescribes the substituted drug; or 

(d) An emergency supply of the prescribed drug, if the pharmacist is unable, 
when the member presents the prescription to be filled, to obtain 
authorization from either TennCare or the designated TennCare point- 
of-sale (POS) pharmacy claims processor to fill the prescription as 
written or the prescribing provider's authorization to substitute an 
alternative medication. If the member does not receive the medication of 
the type and amount prescribed, the pharmacist shall immediately 
provide written notice of the right to appeal, including the right to 
request continuation of services pending appeal, as required by the Grier 
Revised Consent Decree. The member's entitlement to receive an 
emergency supply of the prescribed drug is subject to the provisions as 
set out below. 
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(12) The member is entitled to an emergency supply of the prescribed drug provided 
that: 

(a) The manufacturer has a rebate agreement and the medication is not 
classified by the FDA or regarded by CMS to be less than effective 
(DESI, LTE or IRS drug); or 

(b) The medication is not a drug in a non-covered TennCare therapeutic 
category or class of drugs or products such as: agents used for anorexia, 
weight loss or weight gain, agents used to promote fertility, agents not 
listed on the TennCare preferred drug list used for the symptomatic relief 
of cough and colds, agents used for cosmetic purposes or  hair growth, 
agents used to promote smoking cessation, agents not listed on the 
TennCare drug preferred drug list which are prescription vitamins and 
mineral products, agents not listed on the TennCare preferred drug list 
which are nonprescription (over-the-counter) products and drugs, agents 
not listed on the TennCare preferred drug list which are barbiturates or 
benzodiazepines. TennCare will exclude from coverage all of the - 
allowable exclusions described above; or 

(c) Use of the medication has not been determined to be medically 
contraindicated because of the member's medical condition or possible 
adverse drug interaction; or 

(d) The prescriber did not prescribe a total quantity less than an emergency 
supply, in which case the pharmacist must provide a supply up to the 
amount prescribed. 

(13) There are some cases in which it is not feasible for the pharmacist to dispense an 
emergency supply because the drug is packaged by the manufacturer to be sold 
as the original unit or because the usual and customary pharmacy practice would 
be to dispense the drug in the original packaging (inhalers, eye drops, topicals, 
etc.). When coverage of an emergency supply of a prescription would otherwise 
be required and when, as described above, it is not feasible for the pharmacist to 
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dispense an emergency supply, it shall be the responsibility of TennCare to 
provide coverage for either the emergency supply or the usual dispensing 
amount, whichever is greater. 

(14) Pharmacies should bill prescriptions for TennCare members with other third 
party insurance to the appropriate thud party payer (primary insurer) and bill any 
applicable copays for covered drugs to TennCare. 

(1 5 )  Covered drugs under the TennCare Pharmacy Program shall be limited to: 

(a) Those legend drugs covered under the Medicaid Drug Rebate Program as 
described in Section 1927 (k) of the Social Security Act and outlined in 
the TennCare Pharmacy Program Preferred drug list; and 

(b) Non-legend drugs which are listed on the covered OTC drug list; and 

(c) Legend and non-legend drugs which are covered and prescribed by an 
authorized prescriber; and 

(d) Those drugs which are not included in the list of excluded therapeutic 
categories or classes contained in Section 1927(d) of the Social Security 
Act (listed above in (12)(b); and 

(e) Those drugs not considered to be DESI, less-than-effective (LTE) or 
identical, related or similar (IRS) to DESI drugs. 
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12. Prescribed drugs, dentures, and prosthetic devices; and eyeglasses prescribed 
by a physician skilled in diseases of the eye or by an optometrist. 

12.12. Prosthetic Services 

Prostheses, including braces, will be provided on the written 
request of the attending physician with proper documentation of 
necessity and prior approval of the Medicaid Director. 
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13. Other  d i a q n o s t i c ,  s c r e e n i n g ,  p r e v e n t i v e ,  and r e h a b i l i t a t i v e  s e r v i c e s ,  .- 
i . e . ,  o t h e r  t h a n  t h o s e  provided e lsewhere  i n  t h e  p l a n .  

13.  d .  R e h a b i l i t a t i v e  S e n i c e s  

A. R e h a b i l i t a t i v e  S e r v i c e s  by Community X e n t a l  H e a l t h  C e n t e r s  

R e h a b i l i t a t i v e  mervices which axe r e e t r i c t e d  t o  menta l  h e a l t h  
e e r v i c e s  are covered f o r  e l i g i b l e  Medicaid r e c i p i e n t s .  P r o v i d e r s  of 
r e h a b i l i t a t i o n  e e r v i c e s  w i l l  meet t h e  f o l l o w i n g  c r i t e r i a :  

1) p r o v i d e  e e r v i c e s  t o  i n d i v i d u a l s  w i t h  mental  i l l n e e s ;  

2 )  p r o v i d e  an  a r r a y  o f  community mental  h e a l t h  services which, a t  
a minimum i n c l u d e  o u t p a t i e n t  services, crisis i n t e n e n t i o n  
s e r v i c e s ,  and eymptom management services; 

3 )  comply w i t h  a p p l i c a b l e  "Liceneure  Rules  of t h e  Te;messee 
Department of Mental Hea l th  and Mental R e t a r d a t i o n "  and have 
a p p r o p r i a t e  l i c e n e u r e ;  

4 )  comply w i t h  a l l  a p p l i c a b l e  program mtandarde a s  d e f i n e d  by 
"Community Mental Hea l th  Cen te r  S tandards" ;  

5 )  adhere  t o  t h e  Bureau o f  Medicaid'. and t h e  Department o f  Mental 
Hea l th  and Henta l  R e t a r d a t i o n ' e  f i s c a l  r e p o r t i n g  requ i rements ;  

6 )  have a  documented a b i l i t y  t o  p r o v i d e  o f f - s i t e  menta l  h e a l t h  
s e r v i c e s ;  and 

7 )  o f f e r  s e r v i c e s  t h a t  a r e  compat ib le  w i t h  t h e  Department o f  
Xenta l  Hea l th  and Henta l  R e t a r d a t i o n ' s  Mental H e a l t h  Master 
P lan .  

I t  i s  impor tan t  f o r  p r o v i d e r s  t o  meet t h e s e  c r i t e r i a  i n  o r d e r  t o  
a s s u r e  t h a t  r e c i p i e n t s  of s e r v i c e s  under  t h e  r e h a b i l i t a t i o n  o p t i o n  
r e c e i v e  t h e  h i g h e s t  q u a l i t y  and most a p p r o p r i a t e  s e r v i c e s  p o s s i b l e .  
The s e r v i c e s  t o  be covered under t h e  r e h a b i l i t a t i o n  s e r v i c e s  o p t i o n  
meet t h e  d e f i n i t i o n  o f  r e h a b i l i t a t i o n  e e r v i c e s  found i n  42 CFR 
440.130(d)  and i n c l u d e  t h e  fo l lowing :  
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13.d. Rehabilitative Services (continued) - 

1) individual therapy treatment by individual interview including 
psychotherapy, relationship therapy, insight therapy, 
psychoanalysis, and counseling; 

2) group therapy treatment through the use of group interactions 
including group psychotherapy, group psychoanalysis, therapy 

, with groups of familiee or married couples or aimilar servicee; 

3) family therapy applied to a family as a unit, where significant 
member8 of the family are seen together; 

4 )  couple therapy through planned therapeutic sessions involving 
two people in a marital relationship who are seen together as a 
unit; 

5 )  medication maintenance treatment through individual interview 
and through the use of psychotropic drugs, including 
prescribing medication and monitoring the patient's condition 
and progress; 

6) psychological evaluation and testing through evaluation of 
cognitive processes and emotions and problems of adjustments in 
individuals or in groups, through interpretations of testa of 
mental abilities, aptitudes, interests, attitudes, emotions, 
motivation and personality characteristics, including the 
interpretation of psychological tests of individuals; 

7) psychiatric evaluation using the psychodiagnostic process, 
including a medical history and mental status, which notes the 
attitudes, behavior, estimate of intellectual functioning, 
memory functioning, orientation and an inventory of the 
patient's assets in a descriptive (but not an interpretative) 
fashion, impressions, and recommendations; 

8) symptom management eervices aimed exclusively at medical 
treatment which includes ongoing monitoring of the patient'e 
mental illness symptoms and response to treatment interventions 
to help the patient manage his/her symptoms, aasistcnce with 
medication compliance and t h e  understanding of t h e  * E f e c t ~  0 2  
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13.d. Rehabilitative Semices (continued) 

medication, introduction of the patient to mymptom management 
techniques to alleviate symptoms not reduced by medication, 
assisting the patient in developing coping ekills, and 
consultation with family, legal guardian, and/or significant 
others to promote understanding and management of the patient's 
mental illness; and 

9) crisis intervention services using short term, intensive 
services, including crisis oriented counseling, support, and 
medication, aimed at etabilizing individuals experiencing a 
psychiatric crisis in order to assist them to return to their 
pre-crisis level of functioning, and eervices to assist 
individuals and members of their natural eupport systems to 
resolve situations that may have precipitated or contributed to 
the crisis. 

Service providers will be offering a comprehensive array of mental 
health services to eligible individuals throughout the atate of 
Tennessee and will be offering them in the most appropriate settings 
possible (for example, their homes). All services to an individual 
are provided as directed in an individualized treatment program by a 
physician or other licensed practitioner of the healing arts within 
the scope of his/her practice under state law. The treatment plan 
also directs the duration and scope of services to be provided in 
order to achieve the goals and objectives of the plan. Therefore, 
it can be assured that each service to be offered under the 
rehabilitation services option will be sufficient in amount, 
duration, and scope to reasonably achieve its purpose. 

Provision of services where the family is involved will be directed 
to meeting the identified client's treatment needs. Services 
provided to non-Medicaid eligible family members independent of 
meeting the identified client's treatment needs are not covered by 
Medicaid. 

B. Rehabilitative Services by Community Mental Retardation Clinics 

Rehabilitative services which are restricted to Community Mental 
Retardation Clinics are covered for eligible nedicaid recipients. 
Providers of rehabilitation sorviccs shall meet the following 
criteria: 
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13.d. R e h a b i l i t a t i v e  S e r v i c e s  (con t inued)  

1) Be under c o n t r a c t  w i t h  t h e  Department o f  Mental  Hea l th  and 
Mental R e t a r d a t i o n  t o  p r o v i d e  community mental  r e t a r d a t i o n  
services; 

2 )  The agency w i l l  have a minimum of  t h r e e  y e a r s  exper ience  i n  
e e r v i n g  persons  w i t h  mental  r e t a r d a t i o n ;  

3 )  The agency w i l l  be  l i c e n s e d  by t h e  Department of Mental Heal th  
and Mental R e t a r d a t i o n  and demons t ra te  a  c o n s i s t e n t  h i e t o r y  o f  
conformity  t o  l i c e n s u r e  l a w ;  

4 )  There  s h a l l  b e  a  pe rson  s p e c i f i e d  by t h e  c l i n i c  who e h a l l  have 
t h e  a u t h o r i t y  and r e s p o n s i b i l i t y  f o r  t h e  management, c o n t r o l ,  
and a d m i n i s t r a t i o n  o f  t h e  c l i n i c ;  T h i e  pereon ehould have a t  
l e a s t  t h r e e  y e a r s  exper ience  i n  t h e  f i e l d  o f  p r o v i d i n g  s e r v i c e s  . 
t o  pe rsons  w i t h  mental  r e t a r d a t i o n  and a  d e g r e e  i n  t h e  f i e l d  o f  
human e e r v i c e s ;  

5 )  Medical  pe rsonne l  employed and t r e a t m e n t  s e r v i c e s  d e l i v e r e d  i n  
a  mental  r e t a r d a t i o n  c l i n i c  s h a l l  be under  t h e  s u p e r v i s i o n ,  
c o n t r o l  and r e s p o n s i b i l i t y  o f  a  p h y s i c i a n  c u r r e n t l y  l i c e n s e d  i n  
t h e  S t a t e  o f  Tennessee.  The p h y s i c i a n  s h a l l  v i s i t  t h e  c l i n i c  
a s  r e q u i r e d  t o  i n s u r e  good q u a l i t y  care; 

6 )  There s h a l l  b e  a  l i c e n s e d  person  ( P h y s i c i a n ,  RN, LPN, Teacher,  
S o c i a l  Worker, P s y c h o l o g i s t )  on t h e  grounds of t h e  f a c i l i t y  
whenever s e r v i c e s  are be ing  provided;  

7 )  The agency w i l l  m a i n t a i n  an adequa te  account ing  eyetem a s  
r e q u i r e d  by t h e  Compt ro l l e r ' s  o f f i c e  and must adhere  t o  t h e  
Department o f  Mental H e a l t h  and Mental  R e t a r d a t i o n ' s  f i s c a l  
r e p o r t i n g  requirements ;  

8 )  The a u t h o r i t y ,  r e s p o n s i b i l i t y ,  and f u n c t i o n  f o r  each  ca tegory  
of s t a f f  s h a l l  be  c l e a r l y  d e f i n e d  i n  t h e  form of  w r i t t e n  
p o l i c i e s  and job  d e s c r i p t i o n s ;  

9 )  The agency will. maintain adequate t rea tment  records  on a l l  
c l i e n t s  i n c l u d i n g  an i n d i v i d u a l  h a b i l i t a t i o n  p l a n ,  s o c i a l  
h i s t o r y ,  medical  h i s t o r y ,  and a  r e c o r d  o f  a l l  s e r v i c e s  provided 
under  t h e  c l i n i c  o p t i o n ;  
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13.d. R e h a b i l i t a t i v e  Serv ices  (cont inued)  

1 0 )  The agency w i l l  meet DKR Q u a l i t y  Assurance Standards and must 
no t  have had any c r i t i c a l  s tandards  d e f i c i e n t  i n  t h e  p a s t  t h r e e  
yea r s  which w e r e  no t  co r r ec t ed  i n  a  t ime ly  manner; 

11) The agency muat have a  letter of  mupport from t h e  
Superintendent  and be approved a s  a  mental r e t a r d a t i o n  c l i n i c  
provider  by t h e  Div is ion  of Mental Reta rda t ion  and t h e  
Department of Heal th ,  and must have an approved provider  
c o n t r a c t  f o r  c l i n i c  s e r v i c e s  wi th  t h e  Department of Health,  
Bureau of Medicaid p r i o r  t o  providing any services; 

12) B e  w i l l i n g  t o  submit q u a r t e r l y  r e p o r t s  t o  t h e  Divis ion of 
Mental Reta rda t ion  on t h e  numbers aerved and t h e  u n i t s  of 
s e r v i c e  provided t o  each person; 

13) The app l i can t  may not  be a hosp i t a l .  

1 4 )  I n  o rde r  t o  q u a l i f y  a s  a  Mental Reta rda t ion  C l i n i c  provider ,  an 
agency must meet t h e  e l i g i b i l i t y  c r i t e r i a  of  a  c l i n i c ,  be 
approved by Dm, and must o b t a i n  a  c e r t i f i c a t e  of a u t h o r i t y  
from t h e  Department o f  Health.  The agency must submit a 
completed a p p l i c a t i o n  on a  form prepared and furn ished  by t h e  
Department of Health.  The a p p l i c a t i o n  e h a l l  con ta in  t h e  name 
of t h e  provider ,  t h e  person i n  charge of t h e  C l i n i c ,  t h e  type  
of persons t o  be served,  t h e  l o c a t i o n  of t h e  f a c i l i t y ,  t h e  
phys ic ian  i n  charge,  t h e  names and o f f i c i a l  c apac i ty  of t h e  
governing body, and any o t h e r  r equ i r ed  information.  The 
app l i ca t i on  w i l l  a l s o  be  reviewed by DMR and upon approval by 
both Departments. DOH w i l l  execute  a  c o n t r a c t .  

15) The f a c i l i t y  must meet t h e  cond i t i ons  of  p a r t i c i p a t i o n  ou t l i ned  
above which inc lude  a  phys ic ian  d i r e c t i o n  requirement and a  
requirement t h a t  each f a c i l i t y  have a  l i c e n s e d  s t a f f  person on 
t h e  premises when s e r v i c e s  are being de l ive red .  The l icensed  
person can be  a  physician,  R.N., L.P.N., e o c i a l  worker, o r  
t eacher .  

. ~ n  a v o .  43-36 -- 
Superoedes 5 / 2 7 / 9 4  
TN No. New Approval Date E f f e c t i v e  Date 7/1/92 
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STATE PLAN UNDER TITLE X I X  OF THE SOCIAL SECURITY ACT 
STATE TENNESSEE 

LIMITATION ON AMOUNT, DURATION AND SCOPE OF MEDICAL 
CARE AND SERVICES PROVIDED 

3 . .  R e h a b i l i t a t i v e  Serv ices  (cont inued)  

I t  i s  important  f o r  p roviders  t o  meet t h e s e  c r i t e r i a  i n  order  t o  
a s s u r e  t h a t  r e c i p i e n t s  of ee rv i ce s  under t h i s  r e h a b i l i t a t i o n  op t ion  
r ece ive  t h e  h ighes t  q u a l i t y  and most app rop r i a t e  eerv icee  poss ib le .  
The s e r v i c e s  t o  be covered under t h i s  r e h a b i l i t a t i o n  ee rv i ce s  op t ion  
meet t h e  d e f i n i t i o n  of r e h a b i l i t a t i o n  mervices found i n  42 CFR 
440.130(d) and inc lude  t h e  following: 

1) Child Treatment - Home Based Se rv i ce s  - Home Based Serv ices  
a r e  def ined  as:  The provis ion  of goa l  d i r e c t e d  t r a i n i n g  i n  t h e  
home of a  c h i l d  t o  a s s i e t  t h e  c h i l d  i n  l ea rn ing  ee l f -he lp ,  
communication, and g ros s  motor s k i l l s  by t r a i n i n g  p a r e n t s  how 
t o  d i r e c t  and c a r r y  over t h e  t r a i n i n g  begun by t h e  t r a i n e r s .  
These s e r v i c e s  are provided by l i c e n s e d  t e a c h e r s  (B.S. o r  M.S.) 
and/or t eache r  a s s i s t a n t s  (A.A.  o r  H.S. educa t ion ) ,  under t h e  
d i r e c t i o n  of a  l i c ensed  teacher .  

2 )  Day Treatment Serv ices  - The provie ion  of ee rv i ce s  which a s s i s t  
i n d i v i d u a l s  who a r e  p a s t  school  age i n  acqu i r ing  and 
maintaining personal  and community l i v i n g  o k i l l s  and t o  f u r t h e r  
develop t h e i r  phys i ca l ,  mental,  and s o c i a l  func t ion ing .  
Inc ludes  programs designed t o  t e a c h  independent l i v i n g ,  s e l f -  
he lp ,  and communication. Off S i t e  Se rv i ce s  a r e  def ined  ae  t h e  
provis ion  of ee rv i ce s  designed t o  a s s i s t  i nd iv idua l s  i n  
acqu i r ing  community l i v i n g  and independent l i v i n g  s k i l l s .  
These services may be provided i n  t h e  c l i e n t s  home o r  i n  o the r  
community s e t t i n g s  which enhance t h e  c l i e n t s  i n t e g r a t i o n  i n t o  
normal community a c t i v i t i e s .  

3 )  Diagnost ic  and Evaluat ion Se rv i ce s  - The provis ion  of 
d i agnos t i c  eva lua t ions  by q u a l i f i e d  p r o f e s s i o n a l s  i n  order  t o  
determine s t r e n g t h s  and weaknesses i n  t h e  a r e a s  of phys ica l  
hea l th ,  speech, hear ing,  i n t e l l e c t u a l  func t ion ing ,  motor 
func t ion  and coord ina t ion .  

Supereeaes 
TN No. N e w  Approval Date 5 / 2 7 / 9 4  E f f e c t i v e  Date 7 /1 /92  



STATE PLAN UXDBR TITLE XIX OF THE SOCIAL SECURITY ACT 
STATE TEN'NESSEE 

LIHITATION ON AMOUNT, DURATION AND SCOPE OF 
MEDICAL CARE AND SERVICES PROVIDED 

14. Services f o r  Fndividuale age 65 o r  o l d e r .  in inmt i tu t ions  f o r  mental 
dieeases.  

14.b. -8Iureing f a c i l i t y  mervicee. 

Nursing f a c i l i t y  se rv ices  f o r  individual8 age 65 o r  o lder  w i l l  be 
provided a t  Level I o r  Level I1 Care. Medicaid w i l l  apply medical 
c r i t e r i a  f o r  admieeion and continued mtay a t  t h e  l e v e l  of care  
designated and approved by t h e  Tenneeeee Medicaid program. 

The r e c i p i e n t  on Level I Care must r equ i re  on a d a i l y  baais ,  24 hours a 
day, l icensed nureing eervicee which a s  a p r a c t i c a l  matter  can only be 
provided on an i n p a t i e n t  bas is .  

The r e c i p i e n t  on Level 11 C a r e  must r equ i re  on a d a i l y  baeie,  24 houre 
a day, skilled/complex nursing o r  skilled/complsx r e h a b i l i t a t i v e  
se rv ices  which a s  a p r a c t i c a l  matter  can only be provided on an 
inpa t i en t  bas i s .  

TN NO. 91-9 
Supersedes 
TN No. New Approval Date 4 / 4 / 9 1  Effec t ive  Date 1/1/91 
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 
STATE TENNESSEE 

LIMITATION ON AMOUNT, DmTION AND SCOPE OF 
MEDICAL CARE AND .iERVICES PROVIDED - 

15. Se rv i ce s  i n  an i n t e rmed ia t e  care f a c i l i t y  f o r  t h e  mental ly  re ta rded  
. . ( o t h e r  t h a n  i n  an i n s t i t u t i o n  f o r  mental d i s e a s e s )  f o r  ind iv idua l6  who 

are determinedp i n  accordance w i th  Sec t ion  1902(a ) (31 ) (A) ,  t o  be i n  
need of much care. w 4  

In t e rmed ia t e  care f a c i l i t y  eerv icea  i n  a i n s t i t u t i o n  (or d i s t i n c t  p a r t  
t h e r e o f )  for t h e  menta l ly  r e t a r d e d  o r  persons wi th  r e l a t e d  condi t ions  
e h a l l  be l i m i t e d  t o  persona who have a preadmission eva lua t ion  approved 
by t h e  Tenneaaee Medicaid program. 

TN NO. 92-40 
Supersedes 
TN No. 9 1-9 Approval Dat NOV 0 1992 E f f e c t i v e  Date 10/1/92 



STATE PLAN UNDER TITLE X I X  01' TEE SOCIAL SZCURITX ACT 

STATE TKNNBSSXE 

LIXITATION ON MOUHT, DUFATION AND SCOPE 01' WIOICAL 
CARE AND SIRVICES PROVIDED 

16. I n p a t i e n t  pmychiatr ic  f a c i l i t y  mervicms f o r  individualm under 22 yearm of 
9. 

I n p a t i e n t  pmychiatr ic  f a c i l i t y  servicem f o r  individualm under 22 year8 of 
age are l i m i t e d  t o  an a c u t e  l e v e l  of pmychiatr ic  hompital care f o r  
rec ip ien tm who meet mtate mmtablimhod modical necermity c r i t e r i a  ae 
s p e c i f i e d  i n  subparagraph ( w )  of paragraph (1) of state admin i s t r a t i ve  
r u l e  1200-13-1-.03. Acute pmychiatr ic  i n p a t i e n t  cum i m  hompital baaed 
t r ea tmen t  providod under t h e  d i r e c t i o n  of a  phymicirn f o r  a  pmychiatric 
c o n d i t i o n  which ham a  r e l a t i v e l y  mudden onmet and A r h o r t ,  s eve re  courme. 
The pmychiatr ie  cond i t i on  mhould k of much a  m t u r e  am t o  pome a  
migni f icant  and h n e d i a t e  danger t o  melf, o t h e r s ,  o r  t h e  public mafety o r  
one which ham remulted i n  muked pmychomocial dymfunction o r  grave  mental 
d i m a b i l i t y  of t h e  p a t i e n t .  The t h e r a p e u t i c  i n t e r v m t i o n  mhould be 
aggrees ive  and aimed a t  expedi t ioumly moving t h e  p t i e n t  t o  a  lee8  
r e e t r i c t e d  environment. 

E f f e c t i v e  October 1, 1992, educa t ion  c o s t a  w i l l  k conaiderod am a  p a r t  
of t h e  o p e r a t i n g  cocnponent, when educa t iona l  mervicem u e  an i n t e g r a l  
p a r t  of a  rec ip ien t 'm acu te  i n p a t i e n t  pmychiatr ic  c u e  involv ing  a c t i v e  
t r ea tmen t ,  pursuant  t o  an i n d i v i d u a l  p l r n  of  c u e  d 8 ~ 8 1 0 p d  by an i n t e r -  
d i s c i p l i n q  t r ea tmen t  team, m d  ordmrod by t h e  rmcipient'm a t t end ing  
phyr i c i an .  

TN NO. 92-31 
Supersedee FE3 ;:! 5 733 
TN No. 90-30 Approval Date E f f e c t i v e  Date lO/l/92 
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STATE PLAN UNDER TITLE XIX OF THE SOCLU SECURITY ACT 

STATE TENNESSEE r 

i 
LIMITATION ON AMOUNT, DURATION - AND SCOPE OF MEDICAL CARE AND SERVICES PROVIDED 

17. Nurse-midwife services 

a. Restriction of Practice: All delegated medical tasks and drug 
management services must be rendered in accordance with a protocol 
jaintly developed by the physician and nurse-midwife. hternity 
services performed by the nurse-midwife are not to include the 
assisting of child birth by an artificial, forcible, surgical or 
mechanical means not addressed in the protocol. Newborn services 
are limited to routine newborn care. 

b. Participation: In order for a nurse-midwife to obtain a Medicaid 
provider number and receive reimbursement the following requirements 
must be met: 

1. Completion and submission of a nurse-midwife enrollment form 
which includes a copy of the certification issued by the 
American College of Nurse-Midwives and a copy of a current 
Tennessee Registered Nurse license; 

2. ~ubmission of a nurse-midwife consultation and referral 
agreement with a physician(s) actually engaged in the practice 
of obstetrics and participating in the Tennessee Medicaid 
program; and 

3 .  Execution of a Medicaid provider agreement. 

c. Covered Services: Medicaid covered services provided by the nurse- 
midwives are limited to those diagnoses and procedures related to an 
uncomplicated maternity cycle, an .uncomplicated delivery, and 
routine newborn care. Reimbursement for these cervices will not be 
made unless one of the diagnoses and procedures listed below are 
documented on the claim. 

AT-88-13 
Effective 4/1/88 



Attachment 3.1.B.1 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

STATE TENNESSEE 

LIMITATIOIJ ON AMOUNT, DURATION 
AND SCOPE OF MEDICAL CARE AND SERVICES PROVIDED 

17. Nurse-midwife services (continued) 

1. Covered Classifications are: 

i. Supervision of normal first pregnancy; 

ii. Supervision of other normal pregnancy; 

iii. Single liveborn - except for an emergency, only when born 
in a hospital or in an Ambulatory Surgical Center 
classified to provide maternity services; or 

iv. Delivery in a completely normal case. 

2. Covered Procedures are: 

i. Total obstetric care (all-inclusive, "globalR care) 
includes antepartum care, vaginal delivery and postpartum 
care. This excludes forceps or breech delivery. 

ii. Vaginal delivery only including in-hospital postpartum 
care (separate procedure). This excludes forceps or 
breech delivery. 

iii. Antepartum care only (separate procedure). 

iv. Postpartum care only (separate procedure). 

v. Antepartum office visits (new or established patient). 

vi. Newborn care in hospital, including physical examination 
of baby and conference(s) with patient(s). 

at surgery for Cesarean deliveries. 

TN No. 

AT-89-9 
Effective 7/1/89 
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STATE PLAN UNDER T I T L E  X I X  OF THE S O C I A L  SECURITY ACT 

STATE TENNESSEE 

L I M I T A T I O N  ON AMOUh'T, DURATION AND SCOPE OF KEDICAL 
CARE AND S E R V I C E S  PROVIDED 

18. Hospice Care ( i n  accordance w i t h  s e c t i o n  1905(0) of t h e  Act). 

Hospice s e r v i c e s  w i l l  be covered w i t h  an  e s t a b l i s h e d  maximum l i m i t  o f :  

210 days of hospice  c a r e  c o n s i s t i n g  of t h r e e  (3 )  b e n e f i t  p e r i o d s  - 
two (2) 90-day p e r i o d s  and one ( 1 )  subsequent  30-day per iod.  

Hospice b e n e f i t s  paid  by Medicare o r  o t h e r  i n s u r a n c e  w i l l  be considered 
t o  be b e n e f i t s  pa id  by the  Medicaid program. 

TN NO. 90-12 DATE,/RECSIPT 711 1/90 
SUPERSEDES DjiTZ/.4P?.12L.E3 1 1  1 2 7  1' 

TN NO. NEW DATE/EFFEL 'T=VE 7/1/9( 

AT 90-12 
E f f e c t i v e  7/1/90 
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STATE PLAN UNDER TITLE X I X  OF TfiE SOCIAL SECURITY ACI 

STATE TENNESSEE 

LIMITATION ON AMOUNT, DURATION AND SCOPE OF KEDICAL 
CARE AND SERVICES PROVIDED 

19. Case management s e rv i ce8  a8 def ined  in, and t o  t h e  group spec i f i ed  i n ,  
Supplement 1 t o  ATTACHMEn 3.1-A ( i n  rccordance w i t h  s e c t i o n  190S(a)(19) 
o r  r e c t i o n  1915(g) of t h e  k t ) .  

Program (A) - Pregnant Women 

P rena ta l  c a r e  management 8 l imi t ed  t o  pregnant women who would be 
e l i g i b l e  f o r  a T i t l e  V program. Serv icer  w i l l  be provided in accordance 
v i t h  the  U e d i c a i d / T i t l e  V agency agreement. There i r  a l r o  a limit of 
one home v i s i t  per  month. 

AT-69-24 
Effective 7/1/89 

No. 
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STATE PLAN UNDER TITLE H X  OF THE SOCIAL SECWITY ACT : 

STlLTE TENNESSEE 

LIMITATION ON AMOUNT, DURATION AND SCOPE OF KEDICAL 
CARE AND SERVICES PROVIDED 

19. Care management r e r v i c e r  a r  def ined  i n ,  and t o  t he  group spec i f i ed  i n ,  
Supplement 1 t o  ATTACHMENT 3.1-A ( i n  8cc0rdance wi th  r e c t i o n  1905(a)(19) 
o r  s e c t i o n  1915(g) of t he  kt). 

Program (B) - I n f a n t a  and Chi ldren  t o  Age 2 

I n f a n t  and c h i l d  ca se  management r e r v i c e r  a r e  l i m i t e d  t o  i n fan ta  and 
c h i l d r e n  t o  age 2 who would be e l i g i b l e  f o r  a T i t l e  V program. Scrv icer  
w i l l  be provided i n  accordance wi th  t h e  Medica id /Ti t le  V agency agreement. 
There i a  a l s o  a l i m i t  of one ( 1 )  home v i r i t  per  month. 

rn No. 8944 MTE/RECEIPT 9-/9 
S U P E g g D  DATE/APPROVED 

TN No. Dd TE/EFFECTIVE 
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(Proqr- C) 

STATE PLAH WXDER TITLE X I X  OF TEE 8WIA.L SSCUEUTX ACT 

STATE TENNESSEE 

LIMITATION ON AXOUNT, DURATION A#D SCOPE OP -1- 
CARE AND SERVICES PROVIDED 

19. Care management mervicee am defined Fn, and to the group .p.cifi.d in, Supplanent 
1 to ATTACHKENT 3.1-A (in accordance with section 1905(a) (19) or mection 1915(g) 
of the Act). 

Program (C) - Mental Health 
Care management rervicee will be lfmited to thoar Xedicaid eligible client6 who 
meet the criteria as specified below: 

Children under age 21 m r t  meet at laast one of tho following conditionr: 

a. have a history of hompitalization or out-of-hane placement8 for aerioue 
emotional problame; or 

b. be at Fmminent risk (placement within 48 hour.) of hospitalization or out-of- 
home placement at state expense for anotional problane; or 

c. be eeriously emotionally disturbed, ae evidenced by the clinical diagnosis of 
major mental illness, much as pervasive developental diaordere, childhood 
schizophrenia, schizophrenia of adult type manifesting in adoleecence, revere 
behavioral dieorders requiring long-term remidential care, mental 
retardation/developoental disabilities with accompanying mental dirordere, or 
other disorders fitting disability requiremente of thir definition (or likely 
to have a duration of) at least one year; or 

d. have functional problems of auf f icient meverity to roeult in aubstant ial 
lbitations of major life activities in two or more of the following 
categories: melf-care at an appropriate developmental level, percaptive and 
expreesive language, learning, melf-direction, and capacity for living in a 
family or family equivalent. 

Recipient8 over age 21 muet meet at least one of the following conditions: 

a. have a history of hoepitalization for pmychiatric problan(8) within the paet 
five yeare; or 

b. have a ma jot DSH SIX-R paychiattic diagnoeia, i..., achizophreni a, mood 
disordere (bipolar dioorders, major depression), delurional (paranoid) 
dieorder; and organic mental dimorder (except rubstance rbure); or 

c. have a rating of 6 (very poor) or 7 (grossly impaired) on h i m  V of DSH III- 
R. 

TN NO. 91-7 
Supersedes Approval Date 10-18-91 Effective Date 4-1-91 
TN NO. 89-24 



Attachment 3.1.B. 1 
(Program D) 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

STATE TENNESSEE 

LIMITATION ON AMOUNT. DURATION AND SCOPE OF MEDICAL 
CARE AND SERVICES PROVIDED 

19. Casc management services as dcfincd in. and to the group specified in, Supplement 1 to ATTACHMENT U A  (in 
accordancc with section 1905(a)( 19) or scction 19 15(g) of the Act). 

Program (D) Childrcn In Statc Custody or At k s k  of State Custody 

Casc rnanagcmcnt senjiccs arc litnitcd to cllildrcn to age of 2 1 in or entering state custody or at imminentlserious risk of 
cntcring statc custody. Scmiccs will bc providcd in accordancc with MedicaidITitle V agency agreement. 

TN NO. 200 1-3 "\ " " 

Supcrscdcs Approval Date 
OCT ,$ > ;:01 

Effective Date 7111200 1 



STATE PLAN UNDER TITLE X I X  OF lPHE SOCIAL SECURITY ACT 
STATE TENKESSEE 

LIMITATION ON AXOUNT, DURATION AND SCOPE OF MEDICAL 
CARg AND SERVICES PROVIDED 

19. Caee management merviceo u defined in, m d  t o  the group mpecified i n ,  
Supplement 1 t o  ATTACHHENT 3.1-A (in accordance with mection 1905(a) (19) 
o r  crectin 1915(g) of t h e  A c t ) ,  

PROGRAM ( E )  - Children'm Special  Senriceo (CSS) Targeted Came Management 

Caee management mervices .re l imi ted  to i n fan ta  m d  children to age 21 
enro l l ed  Fn t h e  Children'. Special  Services  Program. Servicee w i l l  be 
provided in accordance with X e d i c a i d / ~ i t l e  V interagency agreement by 
providers  who are T i t l e  V agenciee or who are mubcontractora to a T i t l e  V 
agency. 

TN N o .  93-4 
Supersedes Approval Date MAY 4 19% Effec t ive  Date 1/1/93 
TN No. NEW 
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

STATE TENNESSEE 

LIMITATION ON AMOUNT, DURATION, AND SCOPE OF 
MEDICAL CARE AND SERVICES PROVIDED 

2 1 .  Certified Pedatric or Family Nurse Practitioners Services. 

Limited to senices  provided through the TennCare waiver and Mdcare crossovers. 

TN No. 94-3 

Approval Date 8 / 2 6 / 9 4  Effective Date 7/1/94 

/ 
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. - 
STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

STATE TENNESSEE 

LIMITATION ON AMOUNT, DURATION AND SCOPE OF MEDICAL 
. - CARE AND SERVICES PROVIDED 4 

F 

20. Extended Services for P r e ~ n a n t  Women 

Subject  to the  s a m e  medical services, Limitations a s  o the r  Medicaid recipients 
(i.e., days for  inpatient  hospital, physician visits, etc.). 

22. Respiratory C a r e  Services 

Respiratory C a r e  Services a r e  limited to t h e  medical equipment and  medical 
supplies t h a t  a r e  listed a s  medically necessary by t h e  a t  tending physician. 

- TN No. 
- - 

- - i AT-87-1 8 
Effective 7-1-87 
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 
STATE TENNESSEE 

LIMITATION ON AMOUNT, DURATION AND SCOPE OF 
MEDICAL CARE AND SERVICES PROVIDED 

23. Any other medical care and any other type of remedial care recognized 
under State law, specified by the Secretary. 

23.a. Transportation 
* 

Transportation in compliance with 42 * C F R  440.170 will be covered under 
the following conditions : 

Emergency ambulance transportation shall be provided for 
recipients in case of injury or acute medical condition where the 
same is liable to cause death or severe injury or illness as 
determined by the attending physician,paramedic, emergency medical 
technician, or registered nurse. Coverage shall be limited to 
one-way transportation to the nearest appropriate facility. 
Appropriate facility shall mean an institution that is generally 
equipped and staffed to provide the needed hospital care for the 
illness or injury involved. The fact that a more distant 
institution may be better equipped to care for the patient shall 
not warrant a finding that a closer institution does not have 
"appropriate facilities". An institution shall not be considered 
an appropriate facility if there is no bed available. 

Coverage of air ambulance transportation shall be limited to 
situations where transportation by land ambulance was 
contraindicated because the point of pickup was inaccessible by 
land vehicle or the timeldistance to reach a hospital with 
appropriate facilities was prohibitive because of the patient's 
medical condition. 

(2) Non-Emergency Ambulance services will be reimbursed when the 
recipient's condition is such that use of any other method of 
transportation is contraindicated. For reimbursement, a 
physician, paramedic, emergency medical technician, registered 
nurse, or licensed practical nurse must prepare written 
documentation that the patient's condition warrants such services. 
This documentation must be attached to the ambulance provider's 
request for payment. Assurance of transportation in accordance 
with 42 CFR 431.53 is provided in section 3.1-D of the Tennessee 
State Plan. 

TN NO. 92-13 ? * - : -  e 

Supersedes jUb; - .- 
.:392 

W No. 91-24 Approval Date Effective Date 1/1/92 
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 
STATE TENNESSEE 

LIMITATION ON AMOUNT, DURATION AND SCOPE OF 
HEDICAL CARE AND SERVICES PROVIDED 

23.a. Transportation - Continued 
(3) Commercial transportation services such ae taxicabs, buses, vans, 

common carriers etc. will be covered for recipients who are 
determined eligible for t r a n s w a t i o n  services. . - 

(4) Volunteer transportation services such as those provided by 
friends , neighbors and family . members will be covered for 
recipients who are determined eligible for transportation 
services. 

(5) The Bureau of Health Services Administration (HSA) and Health 
System Developnents (HSD) through intradepartmental agreements are 
responsible for negotiating the most cost affective provider 
agreements between commercial providers and Medicaid. HSA and HSD 
are also responsible for actually arranging transportation 
services and for monitoring provider compliance with provider 
agreements. State employees or other employees of HSA and HSD who 
transport recipients will do so only as a last resort. 
Reimbursement for transportation services provided by state 
employees will be requested at the administrative match rate. 

TN NO. 92-13 - - 
.. - - - 

- -!z 
. - d  

Supersedes _ -. - 
TN No. 91-24 Approval Date Effective Date 1/1/92 



STATE PLAN UHDER TITLE X I X  OF THE TBE80CW, SECURITY ACT 
STATE TENXESSEE 

LIMITATION ON AMOUNT, DURATION AND SCOPE OF 
XKDICAL CARE AND SERVICES PROVIDED 

23.c. Care and eerv icee  provided i n  Chrimtian Science Sanitaria 

Limited t o  10 days p e r  f i e c a l  year.  

23.d. Nursing f a c i l i t y  ee rv i ces  f o r  p a t i e n t s  under 21  yeare  of age. 

Nursing f a c i l i t y  services t o  inc lude  Level I and Level I1 (o the r  than  
mervicee i n  an i n e t i t u t i o n  f o r  mental d ineaeee)  w i l l  be covered. 
Medicaid w i l l  apply medical c r i t e r i a  f o r  admieeion and continued r t a y  
a t  t h e  l e v e l  of care designated and approved by t h e  Tenneesee Xedicaid 
program. 

The r e c i p i e n t  on Level I Care must r e q u i r e  on a d a i l y  b a s i s ,  24 houre -a 
day, l i censed  nureing ee rv i ces  which ae  a p r a c t i c a l  matter can only be 
provided on an i n p a t i e n t  baeie .  

The r e c i p i e n t  on Level I1 Care muet r e q u i r e  on a d a i l y  bae ie ,  24 houre 
a day, ekilled/complex nursing o r  ekilled/complex r e h a b i l i t a t i v e  
s e r v i c e s  which ae  a p r a c t i c a l  ma t t e r  can  only  be provided on an 
i n p a t i e n t  b a s i s .  

23.e. Emergency Hospi ta l  Serv ices  

Subjec t  t o  t h e  eame l i m i t a t i o n e  ae  i t e m  1 ( i n p a t i e n t  h o e p i t a l  
e e r v i c e s  ) . 
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